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Haematospermia is defined as the appearance of blood in
the ejaculate. It has been documented by physicians for
centuries from Hippocrates, Galen, Paré, Morgagni to
Fournier.1 Although it is a painless, benign and self-limiting
symptom in most cases, its appearance may be frightening
and alarming to the patient. In the past, urologists have
generally regarded haematospermia as a benign condition
and, as such, recommended conservative therapy. More
recently, however, an association between prostate cancer
and haematospermia has been established.2,3 In a recent
study looking at the incidence of prostate cancer in patients
with haematospermia, Han et al.3 reported the diagnosis of
prostate cancer in nearly 14% of men presenting with
haematospermia.

For haematospermia to occur, intact emission and ejac-
ulation functions are necessary.4 The exact incidence of
haematospermia remains unknown as most ejaculates go
unnoticed during intercourse. It may be indicative of a sig-
nificant underlying genito-urinary condition particularly in
older patients where it may be a symptom of prostatic neo-
plasia. A methodical approach to its management, there-
fore, should be employed.5

Haematospermia should be investigated by a thorough
clinical assessment and non-invasive investigations. The
main aim is to exclude any underlying pathology and, if none
is found, then to re-assure the patient after full evaluation.

Aetiology

With increasing information in the literature and advances in
radiological imaging, the causes of haematospermia may be
subclasssified according to different aetiological origins –
congenital, inflammatory, infective and systemic (Table 1).

Clinical assessment

Most patients who notice haematospermia consult their
doctor promptly after the first episode. Like other obscure
clinical conditions, systematic clinical history and assess-
ment help to evaluate the causation of haematospermia. It
is also necessary to know whether haematospermia is an
isolated or a recurrent episode.

There are two main aims in the evaluation: first, to
ensure that there is no underlying sinister cause or a specif-
ic condition that is treatable thereby alleviating the patient’s
symptoms; second, to re-assure the patient if no causative
factor is found. It is important, however, to make sure that
the patient is actually describing haematospermia and not
haematuria; in some cases, both may co-exist. If haema-
turia is present with haematospermia, the haematuria is
investigated according to the standard protocols.

Most men with haematospermia are likely to be less than
40 years old with symptoms ranging from a few weeks to a
few months in duration. The likelihood of recurrent
haematospermia is seen in the older age group.

Sexually transmitted diseases may point to an infective
cause such as urethritis, prostatitis, epididymitis, HIV or
condylomata. Other infective causes include bilharziasis,6

cytomegalovirus7 and hydatid disease.8 Associated lower
urinary tract symptoms should raise the possibility of a ure-
thral stricture or a vascular and enlarged prostate. The
patient is asked as to whether there was any trauma or self-
instrumentation in the urogenital region. A history of pro-
longed and intense masturbation or sexual intercourse
could lead to the congestion of genital organs and bleeding.

Transrectal ultrasound biopsy of the prostate is invari-
ably associated with haematospermia. Systemic review
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should include any history of hypertension,9 renal, liver or
bleeding disorders.5

Physical examination may help to locate the source of
haematospermia. A full general examination including an
assessment of blood pressure should be performed. The
abdomen is examined for hepatosplenomegaly, masses and
palpable bladder. The testes, epididymis, cord and penile
urethra are carefully examined for inflammatory and neo-
plastic pathology. The urethral meatus needs to be exam-
ined for the evidence of trauma, condylomata, phimosis and
cancer. Testicular tumours may occasionally present with
haematospermia.10 Testicular and epididymal examination
will also reveal the presence of infective element including
tuberculous disease. Palpation of the vasa deferentia may
show thickening, induration or nodularity due to tuberculo-
sis. Rectal examination will allow assessment of the
prostate gland. Tenderness or induration of the prostate
may imply infection whilst a hard texture or nodule may be
indicative of neoplasia especially in an older individual.

If the seminal vesicles are palpable then there could be
associated pathology and an underlying abnormality must
be excluded with further imaging investigations.

Investigations

If the history needs confirmation, a ‘condom test’ can be
carried out where the patient is asked to collect the ejaculate
in the condom which is examined for blood.4 Urinalysis and
urine culture will help to confirm the presence of urinary
infection and haematuria, which if present will require
further radiological investigations where indicated. Urine
cytology although not mentioned in the literature is a simple
test to rule out the bladder pathology.

If a sterile pyuria is noted then further investigations are
required to exclude tuberculosis as an underlying patholo-
gy. Semen analysis may show the presence of pus cells
which then warrants further investigation in search of an
infectious aetiology; this includes semen culture, urethral
swabs, mycobacterial cultures and viral serology.

Serum coagulation profile may reveal underlying bleeding
disorders whilst the erythrocyte sedimentation rate (ESR) may
be raised in tuberculosis. If sexually transmitted diseases are
suspected, urethral cultures for gonorrhoea and chlamydia are
obtained. In patients who have a suspicious nodule on rectal
examination or who are in their late 40s (younger in patients
with family history of prostate cancer), estimation of prostate
specific antigen (PSA) is required.

Imaging

Further investigations depend on other symptoms and the
clinical judgement of the clinician assessing the patient.
Upper tract imaging is rarely necessary.

Congenital Seminal vesicle (SV)/ejaculatory duct cysts

Inflammatory Urethritis, prostatitis, epididymitis

Genito-urinary tuberculosis

Cytomegalovirus, HIV

Schistosomiasis, hydatid

Condylomata of urethra and meatus

Urinary tract infection

Obstruction Prostatic and SV and 

ejaculatory duct calculi

Postinflammatory SV cysts

SV diverticula

Urethral stricture

Utrical cyst

Benign prostatic hypertrophy

Tumours Prostate*

Bladder*

SV

Urethra

Testis*, epididymis

Melanoma

Vascular Prostatic varices

Prostatic telengectasia

Haemangioma

Posterior urethral veins

Excessive sex, masturbation

Trauma/

iatrogenic Perineum

Testicle

Self-instrumentation

Post-haemorrhoid injection, TRUS biopsy

Vaso-venous fistula

Systemic Hypertension

Haemophilia

Purpura

Scurvy

Bleeding disorders

Chronic liver disease

Renovascular disease

Leukaemia*

Lymphoma*

Cirrhosis of the liver

Amyloidosis

Idiopathic

*Important conditions to be ruled out in patients with
hematospermia.

Table 1 Causes of haematospermia
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Transrectal ultrasonography (TRUS) may help in the
diagnosis of prostatic and seminal vesicular pathology. The
TRUS examination allows excellent visualisation of the
prostate, seminal vesicles and adjacent structures. Various
studies have shown its benefit in leading to a diagnosis –
namely the findings of calculi, cysts, mullerian duct rem-
nants, prostatic varices and inflammatory changes.11,12

TRUS-guided cyst aspiration has also been described. If
ultrasonography is entirely normal and the symptoms are
persistent, it may be advisable to proceed with other imag-

ing modalities like magnetic resonance imaging (MRI) –
both conventional and endorectal coil – and computerised
tomography (CT) to improve visualisation of the anatomy of
the pelvic organs.13 Any suspicious testicular swelling is
investigated with an urgent ultrasound examination.

Treatment

Although imaging may reveal the underlying cause of
haematospermia there is often little that can be offered in

Figure 1 Algorithm for evaluation and management.
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the form of conventional treatment. The principal aim of
the management is to exclude serious conditions like
prostate and bladder cancer and treat any other underlying
cause. If no pathology is found, then it is important to allay
the anxiety and re-assure the patient. The general concept
of management is set out in Figure 1.

It is necessary to stress to the patient that haematosper-
mia is rarely associated with a significant pathology. In a
younger patient less than 40 years of age with a single
episode of haematospermia, clinical assessment with basic
investigations to rule out any inflammation and infection in
the genito-urinary system is sufficient.

Individuals with recurrent haematospermia and who are
middle-aged need specialist urological assessment and
investigations. If infection is suspected, a course of 5-
aminoquinolones such as ciproxin or trimethoprim-sul-
phamethoxazole and doxycycline combination would be
beneficial even if the urine cultures are negative.14 Systemic
conditions are treated appropriately. Prostatic or seminal
vesicular cysts can be aspirated under TRUS guidance. In
recurrent haematospermia, cystourethroscopy may help to
diagnose congested veins in the prostate and urethral
abnormalities. Ejaculatory duct obstruction is managed by
a transurethral incision at the duct opening.15

Persistent haematospermia presents difficulty from the
management point of view and a detailed radiological
assessment may ascertain the exact cause. It is also impor-
tant to keep these patients under follow-up for a limited
period. In some patients, persistent or recurrent
haematospermia could be the only symptom of prostate
cancer. In high-risk individuals – middle-aged or with fam-
ily history of prostate cancer – surveillance with PSA over a
period of time is desirable.
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